In order to improve maternal health in low-resource countries, a multifaceted, culturally and religiously sensitive approach is needed. This approach includes working for political stability, increasing women's level of education, economic empowerment, strengthening existing health management systems, and wisely allocating human and material resources. Critically important material resources such as access to and production of food and clean water must be a top priority. In Kenya, our constitution respects life from conception as an individual's right. This means that there is need to set up strategies that improve maternal health and by extension improve the health of the unborn baby.
INTRODUCTION
Women form the backbone of a nation's economy. As such, the outcomes of maternal health care are an indicator of a country's healthcare system. There are three key delays that contribute to maternal mortality: (1) delay in deciding to seek health care; (2) delay in reaching healthcare institutions; and (3) delay in delivery of the health care.
The causes of these three delays are multi-factorial. Strategies to improve maternal health must address all of the factors contributing to these delays. Addressing these factors is particularly challenging in low-resource countries. This paper will examine the nation of Kenya and how these factors have been addressed and the work that still remains to be accomplished.
Demographics of Kenya
The nation of Kenya has a population of about 39.4 million. Of these, nearly 43 percent are under 15 years of age. Of women who are pregnant in Kenya, 92 percent attend antenatal care clinics at least once, and 53 percent attend antenatal care clinics at least four times. Fifty-two percent receive at least two tetanus toxoid injections. Forty-four percent of deliveries in Kenya are attended by a skilled birth attendant, and the C-section delivery rate is 6 percent. Of the women who do not deliver in birthing facilities but rather deliver at home, only 10 percent receive prenatal care. The maternal mortality rate in Kenya is 488 per 100,000 live births. 1
CAUSES OF MATERNAL MORTALITY
The causes of maternal death in Kenya mirror estimates of causality in Africa 2 : hemorrhage causes 34 percent of deaths, followed in descending order by sepsis and infection including HIV (16%), hypertensive disorders (9%), anemia (4%), obstructed labor (4%), and complications of spontaneous and induced abortion (4%). The remaining 30 percent are a combination of other causes. But the reason for most of these deaths can be traced to delays in accessing life-sustaining health care.
The three key delays that lead to a majority of maternal mortality in Kenya are (Thaddeus and Maine 1994): 1. Delay in seeking health care. The cause of this delay can be traced to ignorance of existing healthcare opportunity, cultural practices that demand that the woman seek permission and sometimes money from her husband or mother in law, religious practices some of which teach followers not to seek medical care, lack of understanding by decision makers and/or the people who are caring for the pregnant woman, and poverty. 2. Delay in reaching health care. The cause of this delay is often poverty which prevents the pregnant woman from being able to travel to a healthcare facility, and poor infrastructure which provides inadequate transportation to health facilities which are equipped to care for obstetrical emergencies. 3. Delay in receiving care. The cause of this delay is an overall weak healthcare system which does not have either the human or the material resources to adequately deal with obstetrical emergencies.
Analysis of maternal mortality causality in terms of these three delays allows governments to identify more clearly the challenges to improving maternal health in low-resource countries. Some of these challenges include:
1. Financial (e.g., inadequate budgetary allocation for maternal healthcare facilities) 2. Human resource (e.g., inadequate training and retention of skilled birth attendants) 3. Poverty and ignorance (e.g., inadequate economic structure, no social security system, no health insurance) 4. Cultural barriers (e.g., female genital mutilation leading to obstruction of parturition) 5. Religious barriers (e.g., belief systems which forbid seeking health care) 6. Poor infrastructure (e.g., lack of accessible birthing centers for large segments of the population) 7. Lack of female empowerment, both in decision making and financially 8. Lack of male involvement 9. HIV burden.
THE HUMAN RESOURCE CHALLENGE
Figures 1 and 2 illustrate the correlation between maternal mortality and skilled health workers.
The human resource challenge in Kenya, as in much of Africa, is also complex and multifaceted. 3 Overall staff shortages in hospitals, inequitable distribution of health workers, high attrition of healthcare workers particularly in hard to reach areas, and outmigration of doctors and nurses all contribute to a lack of skilled health workers in areas most in need of healthcare personnel. Also contributing to this lack of skilled health workers in the neediest areas are such factors as weak human management systems, weak leadership resource and management of facilities, weak human resource information systems, weak pre-and post-service training, and poor compensation and benefits packages for health workers who serve the most impoverished segments of Kenyan society. All of this is compounded by brain drain (most experienced workers look for better salaries in developed countries) and brain circulation (highly motivated and experienced workers are poached from the government by NGOs and other better paying organizations within the country).
CIVIL INFRASTRUCTURE AND DISASTERS
The Kenyan social infrastructure is also particularly susceptible to natural disasters such as droughts, floods, and famine, which affect not only the availability and cost of food, but also interfere with transportation to health facilities. Roads, bridges, and communication systems which are taken for granted in high resource regions of the world play a silent but integral part of the healthcare infrastructure. When such basic physical systems are absent, transportation becomes impossibly difficult due to even relatively minor natural occurrences such as seasonal rains. And lack of access to basic water and sanitation facilities weakens the ability of people to care for themselves at the most basic level of nutrition and sanitation. Man-made disasters such as political instability, bad governance, war, ethnic fighting, and corruption only add to the difficulties in delivering reliable health care.
APPROPRIATE NATIONAL MATERNAL REPRODUCTIVE HEALTH POLICY
In order to address all of these challenges in Kenya, what is needed is a comprehensive Programs for improving maternal health in Kenya must be consistent with Kenyan culture and must meet specific and important needs as identified by the people of Kenya. The Kenyan people are very religious and would want abstinence for their youth until marriage. They want to honor and support the decisions of single women to remain abstinent and they want to increased support for men to honor the commitment of marriage, thus reducing the number of single women faced with abandonment by the father of the baby. And the people of Kenya want focused ante-natal care and delivery by skilled birth attendants as the most important initiatives to decrease maternal mortality. 4 One of these strategies has already emerged from the Kenyan people themselves. In order to assist girls and women in crisis pregnancies, the Kenyan churches have become involved in a communitybased program called Rescue Kiota. This Rescue Home, which is religiously and culturally acceptable to all Kenyans, is affordable and replicable and has arisen from the people themselves. The Ministry of Gender and Children is also developing policies on the same.
The Kenyan government has developed a list of priority issues in its National Reproductive Health Policy (KHDS 2009) The management of population growth is critically important, because human resources are one of the primary riches of the Kenyan people. Without human resources nothing can be implemented. The decision about the number and timing of reproduction should be left to the family. Government policies limiting the number of children, especially when imposed from resource-rich nations outside of Kenya, have no place in population growth management.
ORGANIZATIONAL INTERVENTION
The goal of taking maternal health care to all involves analyzing the levels at which access to health care is accomplished. These levels listed below have been organized on the principle of subsidiarity, which involves delivering the best possible health care by the lowest possible level at which quality health care can be accomplished. This brings maternal health care to the community, especially basic emergency care. By expanding the system beginning from the community level, and ending at the teaching hospital, more people can be served, and the referral system improved. Key to organizational intervention to lower maternal mortality and morbidity are the following:
Firstcommunity health Secondprimary health care Thirdsecondary health care Fourthtertiary referral Fifth -National referral Sixth -University teaching hospitals.
The importance of levels is to ensure that prompt, good quality care is given to patients and that referral systems are put in place for those requiring specialized care. Teaching hospitals would also be centers of research.
KEY PRENATAL CARE INTERVENTIONS
An analysis of the specific needs of pregnant Kenyan women allows for the targeting of five specific interventions to improve prenatal care, which will yield the greatest results in lowering maternal mortality and morbidity in Kenya:
• Increasing prenatal visits, with a goal of at least four ante-natal visits for each pregnant woman • Malaria prophylaxis for all pregnant women with sulphadoxine-pyromethazone • Tetanus toxoid for all pregnant women who have not been previously vaccinated to prevent neonatal tetanus • Availability and use of insecticide treated nets for all pregnant women for use during sleeping to reduce the incidence of malaria in pregnancy • Nutritional supplements for any pregnant woman at risk for nutritional deficiencies.
The purpose of these interventions is to ensure that the women at highest risk of malaria, nutritional deficiencies including anemia, and other prenatal concerns can be addressed for as many women as possible. These simple and affordable interventions will provide a tremendous return on investment funds targeting the reduction of maternal and neonatal mortality and morbidity. These interventions can also be quickly scaled up as further funds become available.
GOVERNMENTAL COMMITMENT AND THE CONTROVERSIAL TERM "REPRODUCTIVE HEALTH"
The new Kenyan constitution contained three key ideas which may help progress toward improving maternal health. These key ideas include the devolution of power, the right to life, and the right to health care and service. Article 43A states that "Every person has the right to the highest attainable standard of health, which includes the right to health care services, including reproductive health care." However, the definition of "reproductive health" both in Kenya and internationally has been controversial. The Kenyan people intrinsically value the life of their unborn children. Use of the term "reproductive health care" as a vehicle to introduce induced abortion on the Kenyan people is both culturally insensitive and imperialistic.
It is the right of the Kenyan people to define reproductive health care in terms of policies which are sensitive and respectful to Kenyan culture, which includes valuing the life of every Kenyan from conception to natural death. Part of a unique Kenyan valuation of the life of the unborn child is the emergence of a new community-based rescue program that is affordable, replicable, and acceptable both religiously and culturally. This program has emerged and is being run by the churches of Kenya as a way to support mothers abandoned by the father of their baby.
CONCLUSION
Addressing the problem of maternal mortality in low resource nations requires an understanding of the physical, social, and economic contributions to the problem. In Kenya, the most effective and culturally sensitive targets to reducing maternal mortality will involve women's education and empowerment within the society, improvement of healthcare systems and infrastructure, and encouragement of community based culturally acceptable responses to unplanned pregnancies, which takes into account the Kenyan valuation of the life of the unborn child. Reproductive Health policies which impose induced abortion as a solution to the social problem of unplanned pregnancies are neither culturally sensitive nor respectful of the Kenyan view of life.
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